Hypertensive crisis or acute rise in blood pressure (diastolic > 120 mm Hg) in middle-age adults with symptoms of palpitation, flushing, sweating, syncope should remind us about renal or endocrine disorders [1] [2] [3] . The only treatment of pheochromocytoma is resection which surgical approach depends on the size of tumour [4] .
A 39-year-old woman with a history of two episodes of severe hypertension (180/125 mmHg, treatment with Captoprili 25 mg and Bromazepamum 3 mg were prescribed) was admitted to emergency room due to heart failure. The current episode was the second readmission in a onemonth period and she was being investigated for secondary hypertension by her family physician.
On arrival, she reported shortness of breath, heart palpitations, general weakness, headache, sweating and nausea. She was diagnosed with pulmonary oedema, blood pressure was 85/55 mmHg. Also, supraventricular tachycardia 160 BPM was observed, SpO2 -86%. Lab results upon admission were: troponin I 817.4 ng/l, leucocytosis 11.24*10^9/l, lactoacidosis -pH 7.238, lactate 6.6 mmol/l and glucose level of 17.9 mmol/l. Labetolol is not recommended for patients with pheochromocytoma as non-selective Βadrenergic blocking drugs may cause severe hypertension. In this case, it was used as selective β1-adrenoreceptor blocking drugs were unavailable [5] . Regardless of tumour size, a surgery of left laparoscopic adrenalectomy was initiated on the seventeenth day of hospitalization, exactly after 10 days of phenoxybenzamine and labetalol treatment.
Initially, anaesthesia was uneventful. Hemodynamic stability was achieved with noradrenaline 0.02 µg/kg/min, until the rupture of giant tumour occurred and massive arterial bleeding started.
Laparoscopy was immediately converted to laparotomy thus dosage of vasopressors increased dramatically. The total blood loss of 2.5 litres lead to haemorrhagic shock, transfusion of 1383 ml erythrocyte mass, fresh frozen plasma 1037 ml and thrombocytes 340 ml.
Postoperative period in ICU was successful, no vasoactive drugs were necessary. Prior to patient's discharge, troponin I level decreased to 105 ng/l and BNP 452 ng/l. As cardiac dysfunction was unrelated to coronary ischemia, prognosis for cardiac condition is good [4] .
Histological examination confirmed the diagnosis of pheochromocytoma, which was 13 cm in diameter and 450 g in weight. Patient was discharged on the 22nd day of hospitalization when serum free metanephrine and normetanephrine reached normal levels.
